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Automated Texting Experience

CT shoulder without contrast. Please transfer DICOM to CD or upload directly to the facility’s admin account.

IMPORTANT: The VIP™ system enables surgeons to preoperatively plan and select specific implants for their patients. Please follow the scan parameters below carefully.

Required VIP Scan Parameters

m VP system uses only the thin axial images

m Reformatted images will not be accepted

m Start the CT scan several slices above the AC joint and include the
entire scapula and proximal third of the humerus as
small as possible

m The medial and inferior borders of the scapula must be
included in the scan

m |f the patient has any metal implants on the contralateral side,
position the arm above the patient’s arm above their head to
minimize metal artifacts in the CT scan

m [f the patient has metal implants on the affected side, use the
appropriate metal artifact reduction algorithm per the manufacturer
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Modality CT

Recon Filter/Algorithm Standard or Soft Tissue (not smooth, sharp, bone, nor detail);
No contrast (NO arthrograms); Raw DICOM (grayscale only)

Scan Strength (kVp) 140 kVp (if available) or 120 kVp

Image Thickness Max 1 mm (or less); minimum 0.2 mm; preferable 0.6 mm
Span Spacing Contiguous slices

Pitch <1

Gantry 0° (no tilt)

Dose Modulation (mA) 300 mA with dose modulation; if modulation is not available,
then 200 mA or higher depending on patient size

Laterality Planned Procedure
O Left O Right O TSA [O RTSA [ Both
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